This study evaluated "Every Step Counts!"-a 10-wk, structured walking intervention in a community-based senior organization-on promoting physical activity participation, fitness, and well-being among older adults (age ≥ 55 yr). The intervention prescribed pedometer-defined walks in weekly walking schedules. These were fitness-tailored and structured in walking load (intensity/volume) according to the principles of training progression. This intervention was offered as a social activity at meeting points of a community-based senior organization. Twenty-nine meeting points (n = 432) constituted the intervention condition. Ten meeting points (n = 148) formed the wait-list control condition. Measurements were organized at intervention start (pretest) and end (posttest). Intention-to-treat linear mixed models showed small positive intervention effects on physical activity, fitness, and aspects of well-being. These results confirm the effectiveness of structured walking interventions with systematic training progression and underscore the value of community-based senior organizations as intervention settings for older adults.
The world population is "graying," or "silvering." The societal presence of adults age 60 and over is expected to double from 11% in 2010 to 22% in 2050 (United Nations, 2009) . This expanding population segment has an age-associated increased susceptibility for chronic health conditions and functional disability (Chodzko-Zajko et al., 2009; Nelson et al., 2007) . Regular physical activity is reported to reduce the risk among older adults for several of these chronic health conditions (e.g., cardiovascular disease, various types of cancer, Type II diabetes, osteoporosis) and functional disability (Chodzko-Zajko et al., 2009; Nelson et al., 2007) . In addition, it is related with a decreased risk of depression and anxiety (Chodzko-Zajko et al., 2009; Lampinen, Heikkinen, & Ruoppila, 2000) and with enhanced quality of life (Elavsky et al., 2005) . Although older adults generally recognize this (Crombie et al., 2004) , a vast majority are insufficiently physically active to enjoy these benefits (e.g., Kruger, Carlson, & Buchner, 2007; Philippaerts et al., 2006; Varo, Martinez-Gonzalez, De Irala-Estevez, Kearney, Gibney, The authors are with the Dept. of Kinesiology, KU Leuven, Leuven, Belgium. & Martinez, 2003) . This reality underscores the need for the wide-scale promotion of health-enhancing physical activity among older adults.
In this perspective, community-based social organizations with numerous older adult members (i.e., senior organizations) need to be considered as intervention settings for physical activity promotion among older adults. These organizations gather older adults in a social atmosphere by providing social communal activities (e.g., art classes) in their community-based meeting points. Their established organization structures and social activities enable considerable numbers of older adults to be reached in their trusted environments through their involvement in social communal activities. Therefore, the integration of physical activity interventions in the social activities of such organizations represents a valuable opportunity to promote health-enhancing physical activity among older adults. In confirmation, Opdenacker, Boen, Vanden Auweele, and De Bourdeaudhuij (2008) demonstrated that implementing a physical activity intervention in a similar community-based social organization for women is an effective strategy to promote physical activity at the community level.
Walking interventions are promising interventions for promoting healthenhancing physical activity among members of a community-based social organization for older adults. First, walking meets the abilities and preferences of older adults. The majority of older adults are able to participate in walking, and walking is the most participated in and preferred physical activity among older adults (Taylor et al., 2004) . Barriers to participation are minimal: Walking is low-cost, independent of exercise facility, and easy to integrate in daily life activities (e.g., walking to the store). Second, walking can be a social activity. The moderate intensity of walking allows for social contact and conversation during participation. Consequently, walking interventions can be designed and integrated as a social communal activity in social organizations for older adults. Third, walking interventions have been reported to be effective in promoting physical activity on both the individual and the community level (Ogilvie et al., 2007) . Finally, participation in walking can contribute to meeting the guidelines for health-enhancing physical activity. Walking at moderate intensity for 30 min/day in bouts of 10 min or more on at least 5 days of the week, is sufficient to meet the guidelines for health-enhancing physical activity (Chodzko-Zajko et al., 2009; Nelson et al., 2007) . In conclusion, walking interventions promote a preferred and accessible physical activity among older adults, allow for integrating a social dimension, and have the potential to result in significant benefits for the (public) health of older adults.
To achieve their full potential for health enhancement, research indicates that walking interventions need to result in significant improvements in the cardiorespiratory or aerobic fitness levels of older adults. Lee et al. (2011) demonstrated that cardiorespiratory or aerobic fitness is more strongly related in a negative way to all-cause mortality than physical activity. When cardiorespiratory or aerobic fitness were controlled for, this negative relation between physical activity and all-cause mortality dissipated. Therefore, to achieve optimal adaptive effects in cardiorespiratory or aerobic fitness, physical activity should be structured to increase in intensity (i.e., increase of speed or resistance, decrease of rest intervals) and/or volume (i.e., increase of time or distance) over repeated participation according to the principles of training progression. After the entry level according to personal fitness level has been determined, the intensity and/or volume load of physical activity needs to increase gradually over repeated participation. This progression in physical activity load should be maintained until (at least) health-enhancing physical activity levels are realized and a health-enhancing fitness level is achieved. This means that walking interventions should promote regular walking that is structured in intensity and/or volume according to these principles to lead to adaptive effects on cardiorespiratory or aerobic fitness and, subsequently, to benefit health optimally.
Based on these arguments, a structured walking intervention designed according to the principles of training progression in a community-based senior organization can be considered a promising approach to promoting health-enhancing physical activity among older adults. To our knowledge, no study has addressed community-based senior organizations as community-scale intervention settings and systematic training progression in structured walking programs. This study tried to fill this void by evaluating "Every Step Counts!" (ESC)-a 10-week, structured walking intervention with systematic training progression in a community-based senior organization-in terms of its effects on promoting physical activity, fitness, and well-being among older adults (age ≥ 55 years). We hypothesized that this intervention would result in a significant increase in physical activity (Hypothesis 1), fitness (Hypothesis 2), and well-being (Hypothesis 3) over 10 weeks compared with the start of the intervention (pretest) and compared with a wait-list control condition.
Method Intervention
The ESC intervention was implemented in a region-wide, local community-based senior organization in Flanders (Belgium) called OKRA. OKRA is open to older adults, age 55 and older, and has more than 211,000 members. This represents 12% of the Flemish older adult population. The organization is layered in three levels. The base level consists of 1,180 meeting points in local communities (i.e., villages and city neighborhoods). The number of older adult members per meeting point, ranging from 10 to over 200, depends on the population size of the community. Local volunteer members manage the local community-based meeting points. The central managerial structure (top level) manages the organization. It guides and supports the community-based meeting points through 18 regional structures (intermediate level) and promotes a broad range of social communal activities (e.g., artistic, culinary, and excursion activities) including sports-oriented activities (e.g., pétanque, a form of outdoor bowling) in the local community-based meeting points. Likewise, all local community-based meeting points were offered the opportunity to participate in the ESC intervention during any of three organization social-activity seasons (fall 2009, spring 2010, and fall 2010) .
The ESC intervention was offered as a social communal activity in the community-based meeting points of OKRA. The intervention consisted of an individualized structured walking program. This walking program was initiated and completed as a social communal activity in the local meeting point, including weekly group meetings and walks.
The individualized structured walking program consisted of 21 weekly pedometer-based walking schedules. Each walking schedule prescribed walks of a number of aerobic steps (≥10 min) on most to all weekdays. These walking schedules increased in walking intensity (reduction of rest intervals or increase in number of steps per walk) and/or volume (increase in amount of prescribed steps per week) with every subsequent weekly schedule according to the principles of training progression (see the Appendix for the walking schedules). Based on the results of the 6-min walking test (Butland, Pang, Gross, Woodcock, & Geddes, 1982; Enright et al., 2003) at the start of the intervention, participants were assigned a starting walking schedule that matched their personal fitness level. Twelve starting levels were differentiated. Intervention duration was 10 weeks, and participants were expected to complete 10 subsequent walking schedules. Each participant received printed slides of the walking schedules and a pedometer to complete the walks and to monitor progress. Participants were free to complete the walks in their personally preferred manner (e.g., time of day, location) as long as they completed the walks (as a whole) on the designated days.
Over the course of the 10-week intervention, the participating local meeting points planned and organized weekly group meetings and walks as a prescribed component of the intervention. Different group walks with various levels of walking intensity and/or volume were offered to allow all participants to participate in a group walk. These walks completed the weekly walking schedule. The group meetings and walks allowed participants to share their experiences and participation and to support each other in participation in the walking program. In addition, the meetings and walks stimulated social contact between participants. The shared participation in the program, including the group meetings and walks, made the walking program a shared communal activity among the participants in the meeting points.
Volunteer members of local meeting points were responsible for organizing the intervention in their meeting points. Their tasks included the recruitment of participants, the organization of the weekly group walks, and providing motivational, practical, and social support to participants (during the weekly meetings and walks) with regard to participation in the walking program. The central organization structure provided all intervention leaders with training (a 1-day intervention instruction course) and support in the organization of the intervention.
Design
The study used a 2 × 2 between-within subjects (Condition × Time of Measurement) design. The intervention condition consisted of a randomly assigned selection of meeting points participating in the first ESC season (fall 2009). Measurements took place at the start (pretest-Week 1) and after the completion of the ESC intervention (posttest-Week 10). Meeting points that were registered to offer the ESC intervention only during the second season (spring 2010) formed a wait-list control condition. In the meeting points of this condition, measurements were organized at pretest (Week 1) and posttest (Week 10) in the format of information sessions on the intervention (fall 2009). Participants of the control condition were not offered any intervention between these two information sessions and were asked to continue their social communal activities (e.g., art or theater activities, excursions) in the meeting point. The timeline of the intervention study is presented in Figure 1 .
Participants
Intervention Condition. The intervention was advertised in several media, including local papers, local radio and television, and the region-wide organization magazine and newsletter. Intervention leaders of participating meeting points were encouraged to recruit participants in their local community. No older adults were excluded from participation, although a minimal age of 55 was required to be included in this study.
Of more than 100 meeting points that were registered for participation during the first intervention season (fall 2009), 32 were randomly assigned to the intervention condition. A total of 479 older adults in the 32 meeting points completed all pretest measures. Three meetings points (n = 47) were excluded because it proved impossible to organize standardized measurements at posttest. This resulted in an intervention condition of 29 meeting points and 432 participants (Table 1) .
Control Condition. In total, 30 meeting points registered for participation in the ESC intervention during the second intervention season (spring 2010). Of these 30 registered meeting points, 27 were contacted for participation in the two information sessions. Eleven of these meeting points agreed to participate. The main reasons for participation refusal were the inability to organize the two information sessions because of involvement in other social communal activities and the inability of the meeting-point leader to gather sufficient participants within the provided time frame. As a consequence, the sample size of the control condition is considerably smaller than that of the intervention condition. A maximum of meeting points was included in the study for both conditions considering the availability of participating meeting points and the availability of researchers. The registered intervention leaders of the meeting points participating in the control condition recruited participants for the two information sessions. They were instructed to recruit older adults who explicitly confirmed participation during the second season to avoid motivational differences with the intervention condition participants.
Participants agreed to attend both information sessions (pretest and posttest). In total, 159 older adults in the 11 meeting points completed all baseline measures. One meeting point (n = 11) was excluded because of the absence of all but 1 participant at posttest. The remaining control condition consisted of 148 participants in 10 meeting points ( Table 1 ). The intervention and control conditions did not differ in participant demographics at pretest, except for organization membership: Fewer participants were members of the OKRA organization in the intervention condition (Table 1) .
Procedure
Intervention Condition. The intervention leaders invited all registered participants to the start meeting, attended by a university researcher, in the local meeting point. Participants were informed on the benefits of physical activity and on the content of the intervention and signed an informed-consent form for study participation. They received a pedometer and completed the standardized 6-min walking test to determine their entry level to the walking intervention. Based on their result, participants received their personal structured walking program. Instructions on the use of the program were provided. Finally, they filled out a questionnaire for the study. In the next 10 weeks, participants completed their personal walking program and attended group walks in the local meeting points. At the end of the intervention, they were again asked to complete the standardized walking test and the study questionnaire at a final group meeting (posttest).
Control Condition. For the control condition, the same information on the intervention and same measurement procedure were applied as in the intervention condition. The standardized walking test and study questionnaire were assessed in both information sessions (pretest and posttest).
Measurements
Demographics. Participants were asked to report age, gender, weight, height, senior organization membership, marital status, and education level in the study questionnaire.
Physical Activity. Physical activity was assessed by an adapted version of the Godin Leisure Time Exercise Questionnaire (GLTEQ; Godin & Sheppard, 1985) . Participants had to report the number of times per week they engaged in physical activities of low, moderate, and vigorous intensity for more than 20 continuous minutes. The GLTEQ total score for physical activity was calculated according to the prescribed formula, multiplying the reported numbers of physical activity with their attributed metabolic equivalent, or MET, values: GLTEQ total score = (3 × GLTEQ low intensity) + (5 × GLTEQ moderate intensity) + (9 × GLTEQ vigorous intensity).
Fitness: The 6MWT. Participants completed the 6-min walking test (6MWT; Butland et al., 1982; Enright et al., 2003) as a measure of fitness. The 6MWT is a validated measure of fitness and is used among older adults, along with other measures, to assess functionality. The main outcome measure of the 6MWT consists of the total distance covered (in meters) over 6 min. This outcome measure has been a signifier of fitness and functionality.
The 6MWT was a central construct in the walking program. An adapted score on the 6MWT, obtained by multiplying the distance covered in meters on the 6MWT and a rating of perceived exertion on the 6MWT, determined the entry level to the walking program. The distance covered in meters on the 6MWT was itself determined by multiplying the assessed step length by the number of steps measured by the pedometer on the 6MWT.
Step Length: Two signalization cones marked a 20-m distance on a flat surface. Participants were asked to walk the distance between the cones in a straight line twice. An observer (intervention leader or researcher) counted the number of steps needed to complete each of the two distances.
Step length was obtained by dividing 20 m by the mean number of steps over both distances.
Distance Covered: Participants walked for 6 min on a circular, flat-surfaced, back-and-forth, 20-m track marked by two signalization cones. They were asked to walk at a comfortable speed that they could maintain for 6 min. To ensure standardized assessments over all meeting points, maximally 4 participants were allowed per walking track, and they were assigned spread-out starting positions. Over these 6 min, pedometers measured the number of steps. The distance covered in meters was determined by the multiplication of this number of steps with the assessed step length.
Perceived Exertion: The Borg Rating of Perceived Exertion Scale (Borg, 1990 ) was used to measure perceived exertion directly after completing the 6MWT. The scale ranged from no exertion at all (6) to maximal exertion (20). This score was recoded into lowly exerted (6-9 became 4), moderately exerted (10-11 became 3), more than moderately exerted (12-13 became 2), and vigorously exerted (14-20 became 1).
Adapted Score: The product of the 6MWT distance covered in meters and the recoded score for perceived exertion was calculated to constitute the adapted score for the 6MWT. This score at pretest determined the entry level (1-12) to the walking program (see the Appendix).
Well-Being. Four measures of well-being or health were assessed at pre-and posttest: anxiety, psychological well-being, physical well-being, and subjective health status.
Anxiety disposition was assessed by means of a shortened trait scale of the State-Trait Anxiety Index (STAI; Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) in the study questionnaire. The STAI scale has been reported to be internally consistent and to have high test-retest reliability in various populations (Barnes, Harp, & Sik Jung, 2002) , including older adults (Kabacoff, Segal, Hersen, & Van Hasselt, 1997; Stanley, Beck, & Zebb, 1996) . In total, five items of the STAI traitscale were presented (e.g., "I feel I'm failing in most things I do"). Participants indicated on a 4-point Likert scale ranging from (1) almost never to (4) almost always how often they felt as in the item. Internal consistency of this scale was acceptable, indicated by Cronbach's α of .81 at pretest and .79 at posttest.
Three items of the Marcoen scale for subjective well-being (Marcoen, Van Cotthem, Billiet, & Beyers, 2002) were used to measure psychological well-being (e.g., "I am able to deal with my current life situation"). Participants indicated on a 7-point Likert scale ranging from (1) never to (7) always how often they felt as stated in the item. The scale was internally consistent: Cronbach's α was .81 at pretest and .84 at posttest.
Four items of the Marcoen scale for subjective well-being (Marcoen et al., 2002) were used to assess physical well-being. Participants reported on a 7-point Likert scale ranging from (1) never to (7) always how often they felt as stated in each item (e.g., "I feel good in my body"). The scale was internally consistent, with Cronbach's α of .83 at pretest and .84 at posttest.
One item-"How do you evaluate your health?"-was used to measure subjective health status. Answer options ranged from (1) very weak to (5) very good on a 5-point Likert scale.
Analysis
Intention-to-treat linear mixed models were performed on the measures for physical activity (GLTEQ scores for low-, moderate-, and vigorous-intensity physical activity and GLTEQ-total score), for fitness (6MWT covered distance in meters and adapted 6MWT score), and on the four measures of well-being (anxiety, psychological well-being, physical well-being, and health status). Condition (intervention vs. control) was used as between-subjects factor, and time of measurement (pretest vs. posttest) as a within-subject factor. Age, gender, marital status, and education level were used as covariates. "Unstructured" repeated covariance and maximum-likelihood estimations were used. In these analyses, positive Condition × Time of Measurement interactions indicate a beneficial effect of the intervention on the dependent variable over time (pretest to posttest) compared with the change over time (pretest to posttest) in the control condition. In addition, for each dependent variable, contrasts over time were executed per condition to allocate the cause of (eventual) significant interaction effects, varying from changes over time in the intervention condition, the control condition, or both.
Ethical Approval
Ethical approval for this study was obtained from the ethical committee of the biomedical sciences group of the KU Leuven.
Results

Participation
Figure 2 presents a flowchart of intervention-study participation. Intervention and control condition did not differ significantly with respect to dropout, χ 2 (1)= 3.32, p = .09. In both conditions, participants dropping out of the study did not differ from participants completing the posttest measures on pretest demographics (age, gender, overweight, marital status, education level, or organization membership). In addition, a pretest assessment of motivation with the adapted version of the Behavioral Regulation in Exercise Questionnaire (Markland & Tobin, 2004) indicated that participants who dropped out of the study did not differ in their quality of motivation from participants in the posttest: intervention condition, F(1, 402) = 0.18, p = .65; control condition, F(1, 144) = 0.02, p = .89.
In total, 366 (84.7%) completed the ESC intervention. Fifteen participants (3.5%) discontinued participation for various reasons including health issues or sickness (n = 8), injury (n = 2), intervention intensity (n = 1), inability to combine with family life (n = 1), and reasons unknown (n = 3). The completion status of 51 participants (11.8%) is unknown.
Intervention Outcomes
Physical Activity. Intention-to-treat linear mixed models were performed on physical activity GLTEQ scores for low-, moderate-, and vigorous-intensity physical activity and on the GLTEQ total score for physical activity ( Table 2 ). The interaction between condition and time was significant for moderate-intensity and total physical activity, while this interaction approached significance for low-intensity physical activity. More specifically, these results indicate that, compared with the control condition, the intervention had a positive effect over time on moderate-intensity physical activity and total physical activity, while a similar trend emerged for low-intensity physical activity. The significant effects on moderate and total physical activity were small (Table 2) . By contrast, this interaction was not significant for vigorous-intensity physical activity, indicating the absence of an intervention effect.
The positive intervention effects were further explored by means of contrasts over time within each condition. With respect to moderate-intensity physical activity, the contrast over time revealed no significant change in the intervention condition from pretest to posttest, t(443.73) = 1.71, p = .09. By contrast, the control condition reported to participate fewer times per week at posttest compared with pretest, t(460.43) = -2.13, p < .05, Cohen's d = -.12. In other words, the intervention seems to have counteracted the significant but small drop in moderateintensity physical activity participation observed in the control group. With respect to low-intensity physical activity, t(442.90) = 6.48, p < .001, Cohen's d = .41, and total physical activity, t(435.76) = 3.59, p < .001, Cohen's d = .20, the contrasts indicated a significant increase over time in the intervention condition, while for the control condition no significant changes were found over time for either lowintensity physical activity, t(452.60) = 1.65, p = .10, or total physical activity, t(441.77) = -0.80, p = .43. These findings imply that the intervention succeeded in promoting participation in low-intensity physical activity and, consequently, in total physical activity.
Fitness. Intention-to-treat, linear mixed models were performed on distance covered in meters and the adapted score of the 6MWT. Significant conditionby-time interactions with small effect sizes emerged on both measures (Table  2) . To further explore these interactions, contrasts over time were calculated within each condition. The contrasts indicated that the intervention condition improved significantly with respect to both distance covered in meters, t(432.84) = 7.02, p < .001, Cohen's d = .31, and the adapted score on the 6MWT, t(449.34) = 5.93, p < .001, Cohen's d = .27. By contrast, the control condition did not change significantly on the distance covered, t(434.00) = 0.47, p = .64, or the adapted score, t(449.17) = 0.27, p = .79. These results suggest that the intervention effectively promoted fitness among intervention participants over the intervention period. Note. GLTEQ = Godin Leisure Time Exercise Questionnaire; 6MWT = 6-min walking test.
*p < .05. **p < .01. ***p < .001. †p = .07.
Well-Being. Intention-to-treat linear mixed models were performed on the measures of well-being: anxiety, psychological well-being, physical well-being, and subjective health status. Significant condition-by-time interaction effects with small effect sizes emerged on anxiety and subjective health status ( 
Discussion
This study evaluated ESC-a 10-week, structured walking intervention with systematic training progression in a community-based senior organization-in promoting physical activity participation, fitness, and well-being. In this evaluation, the study addressed the combined effectiveness of community-based senior organizations as community-scale intervention settings and systematic training progression in structured walking interventions. The intervention was expected to lead to positive effects on physical activity (Hypothesis 1), fitness (Hypothesis 2), and well-being (Hypothesis 3) compared with the start of the intervention (pretest) and a wait-list control condition. Intention-to-treat linear mixed models confirmed that the ESC intervention was effective in promoting physical activity, fitness, and various aspects of well-being among older adults (age ≥ 55 years). The results showed that the intervention was effective in promoting physical activity among older adults. In line with Hypothesis 1, total physical activity participation improved significantly over the course of the intervention and compared with the control condition. Considering that walking is a physical activity of (predominantly) moderate intensity, one might expect that this positive intervention effect resulted from a significant increase in moderate-intensity physical activity. This expectation is disconfirmed by the study results: The ESC intervention did not result in a significant increase of moderate-intensity physical activity compared with the start of the intervention. Nevertheless, the intervention can be considered to have promoted moderate-intensity physical activity. Participation in physical activity of moderate intensity remained stable over the intervention period, whereas it decreased in the control condition. Seasonal effects can explain this significant drop in participation in the control condition. Physical activity levels are lower during colder and rainy seasons than during warmer and dryer seasons (e.g., Tucker & Gilliland, 2007) . The onset of the fall and winter seasons during the intervention was associated with temperature drops and increases in rain (Koninklijk Meteorologisch Instituut, 2011) . This is likely to have resulted in a decrease in moderate-intensity physical activity among older adults not participating in a physical activity intervention. In contrast, the ESC intervention cancelled out this seasonal effect on moderate-intensity physical activity. Similar counteractions of seasonal effects in physical activity have been reported in other intervention studies (e.g., Opdenacker, Delecluse & Boen, 2011). In conclusion, the ESC intervention was most likely effective in promoting moderate-intensity physical activity by counteracting a seasonal drop in participation.
In contrast, the ESC intervention effect on total physical activity participation can be attributed to the combined effects of the intervention on low-and moderateintensity physical activity. First, the ESC intervention group did improve in lowintensity physical activity compared with pretest, but this increase was not different from the control condition (p = .07). Second, as mentioned previously, the ESC intervention kept participation in moderate-intensity physical activity stable over the intervention period (pretest) and counteracted a significant negative seasonal effect in the control condition. These results imply that the intervention resulted in increased participation in total physical activity in the combination of an increase in low-intensity physical activity (compared with pretest) and the maintenance of moderate-intensity physical activity (compared with control group). Therefore, it can be argued that the ESC intervention was effective in promoting total physical activity through the promotion of low-intensity and moderate-intensity physical activity participation.
Second, in validation of the second hypothesis, the ESC intervention was effective in promoting fitness compared with the pretest and with the control condition. These findings emphasize the value of structured walking interventions with systematic training progression in promoting fitness among older adults. However, it should be acknowledged that within the framework of health promotion, the mean increase of 22.90 m on the distance covered on the 6MWT was rather limited. Studies on the 6MWT and (functionality-related) health conditions mention that an increase of more than 50-70 m is needed to profoundly affect (functionalityrelated) health conditions such as sarcopenia (Morley et al., 2011) and severe chronic obstructive pulmonary disease (Enright et al., 2003) . Therefore, although the intervention resulted in significant improvements in fitness among older adult participants, it can be argued that these small improvements are unlikely to result in profound health benefits. Nevertheless, the results imply that the intervention in its current format is valuable for the initial promotion of cardiorespiratory or aerobic fitness levels.
Finally, the ESC intervention enhanced several aspects of well-being. In line with Hypothesis 3, the intervention was effective in reducing anxiety and improving perceived health status. In contrast, no improvements emerged on physical and psychological well-being. These findings suggest that the ESC intervention can be a valuable intervention to promote specific aspects of well-being among older adults.
Although the ESC intervention was effective in promoting physical activity, fitness, and several aspects of well-being, the effects were limited (the Cohen's d effect sizes ranged from .19 to .30, with a Cohen's d of -.22 for anxiety). With regard to the small improvements in cardiorespiratory fitness, the exercise load of the ESC walking program might have been insufficient to result in more pronounced improvements in fitness. Alternatively, the duration of the intervention (10 weeks) might have been too limited to produce more profound effects on cardiorespiratory fitness. With regard to well-being, the high mean scores on well-being measures at pretest might have caused a ceiling effect. This reduced the ability to detect profound effects. Considering this, further research should determine whether this type of intervention, in this format or in adapted format, could elicit greater improvements in physical activity, fitness, and well-being. Nevertheless, this study confirms that the ESC intervention is, at least, an effective first-stepping-stone intervention to promote initial improvements in physical activity, fitness, and well-being among older adults.
In addition to the positive intervention effects, participants were able and motivated to maintain their participation in the ESC intervention: More than 80% (84.7%) of the participants completed the intervention. In contacts with participants, the researchers were informed that the social experience (i.e., walking and talking with friends) of the intervention was a major reason for maintained participation. Qualitative interviews have indicated that this social contact is an important motive for maintaining participation in walking programs with a social orientation (South et al., 2011) . These findings on social motives are in line with the assumptions of the currently dominant theory on motivation, namely, self-determination theory (Deci & Ryan, 1985 , Ryan & Deci, 2000 . According to self-determination theory, individuals are qualitatively better motivated to participate in activities when this is expected to promote feelings of relatedness. The ESC intervention constituted a social communal activity with social group meetings and walks. Intervention participants may have experienced feelings of relatedness, which are assumed to contribute to a better quality of motivation for maintained participation in the intervention. The obtained anecdotal evidence and study results signal the potential value of community-based senior organizations as community-scale intervention settings and confirm the findings of Opdenacker et al. (2008) on the potential of interventions in these kinds of organizations. Future research should aim to investigate the role of the social intervention environment (e.g., social support of the intervention leader, social support of other participants, the social climate) in motivation for maintained intervention participation and in intervention outcomes.
In conclusion, the ESC intervention succeeded in promoting physical activity, fitness, and several aspects of well-being among older adults. Although the intervention effects were small, ESC seems to be an effective stepping-stone intervention for promoting physical activity, fitness, and well-being on a community level among older adults. This confirms the effectiveness of structured walking interventions with systematic training progression and highlights the potential of communitybased senior organizations as intervention settings.
Strengths
A major strength of the study is its ecological validity. The intervention was organized in the existing community-based meeting points of a senior organization. The central organization structure and volunteer intervention leaders organized the intervention. Researchers performed measurements at pretest and posttest but refrained from further interaction. In other words, the intervention was offered as a natural part of the social activities in the meeting point, without extensive influence from outside parties.
Limitations
Although the minimal interference by the researchers added to the ecological validity, it resulted in limited control of the implementation of the intervention, which may have facilitated unmeasured variability between the meeting points. Moreover, only a limited number of intervention process measures or qualitative experiential measures were assessed between the start and end of the intervention, which limits our understanding of the intervention execution, processes, and experiences. Furthermore, the study design cannot be considered a completely randomized controlled trial. Despite randomized assignment of registered meeting points to the intervention condition, the meeting points were assigned to one of both conditions according to their seasonal registration for intervention participation. Assignment of the participants to the conditions depended on the seasonal registration of their meeting point. This quasi-experimental study design limits the exclusion of influence of diverging participant and situational factors between conditions in intervention results. Finally, the major reasons for dropout are unknown. When participants dropped out of the intervention, they stopped attending the weekly social meetings. However, because they had the individualized walking schedules in their possession, they could have completed the program by themselves. Therefore, their completion status of the walking program is unknown. This limits the evaluation of the reasons for dropping out and of the effectiveness of the intervention in dropout diminution. 27,000
Note. 6MWT = 6-min walking test.
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